The Decision-Making Capacity Assessment (DMCA) Model includes a best-practice process and tools to assess DMCA, and implementation strategies at the organizational and assessor levels to support provision of DMCAs across the care continuum. A Developmental Evaluation of the DMCA Model was conducted.
INTRODUCTION
Adults with diseases and disabilities contend with barriers that can challenge their autonomy and ability to live independently. (1, 2) One barrier can be an inability to make decisions in domains such as health care, place of residence, finances, choice of associates, legal matters, and participation in social, educational or employment activities. (3) As Canadians age, and the incidence both of chronic health conditions rises and dementia-related diseases potentially doubles (by 2038 to one million), (4) more individuals are likely to experience challenges regarding decision-making capacity (DMC).
Reflective of current literature and practice, (5) (6) (7) (8) (9) (10) (11) (12) capacity is "the ability to understand and express choices, appreciate the consequences of different options, and follow through (or direct a surrogate) with chosen options" (see Pachet et al. (13) p. 439). A person's DMC-ranging from capable to incapable-is domain-specific and dependent on the complexity of the decision-making process, one's ability to engage in that process, and risk(s) associated with the decision; (5) (6) (7) (8) (9) (10) (11) (12) it can also vary over time and as a result of disease processes, cognitive impairment, or brain injury. (14) (15) (16) (17) Understandings of capacity as a socio-legal construct vary
Models for Assessing Decision-Making Capacity
Literature regarding DMCAs has focused on the development of models/frameworks. Skelton et al. (21) developed a capacity assessment and intervention model that uses common assessment methods and a standardized process. Moye and colleagues' conceptual model and evaluation template (20) offers a cross-jurisdictional approach to conducting and documenting DMCAs. The Regional Capacity Assessment Team (RCAT) Model (13) is an assessment and consultation model. The American Bar Association and American Psychological Association provide a framework and practice examples. (22) Best practices for complex medico-legal-ethical situations are outlined in provincial guidelines and legislation such as those in Ontario, (9) the Yukon, (10) and Alberta. (23, 24, 25) While the aforementioned resources offer valuable approaches to conducting DMCAs, lacking is a model that outlines best-practice processes and tools, as well as an implementation strategy to enhance the capacity of health-care professionals (HCPs) and systems to integrate and implement the best-practice process. A DMCA Model developed in Alberta has begun to address this gap through its best-practice process and tools, and implementation approach (see Figure 1) .
Development of the DMCA Model (described in Parmar et al. (26, 27) ) by an acute care IP team began in 2006. Aiming to improve the quality of DMCAs and reduce unnecessary declarations of incapacity, a well-defined, standardized process and supporting tools were developed and trialed. As development of the Model and the province's Adult Guardian and Trusteeship Act (AGTA) (25) governing DMCAs coincided, the two are closely aligned, with the Model supporting operationalization of the capacity assessment process in the AGTA. It has since been utilized by independent practitioners, and IP teams in Calgary and Edmonton (serving 65% of Albertans), (28) and continues to be developed and adapted for use across the continuum of care and service sectors.
The DMCA Model offers a best-practice process to assess DMCAs at the client level, and implementation strategies at the system and HCP levels to enhance capacity to provide DMCAs (see Figure 1) . At the system level, oversight and guidance is provided by senior leaders; where indicated, mentoring teams (MTs: HCPs with expertise in DMCAs available for education/consultation) are identified; the Model is adapted for the particular context; clinical pathways, policies and procedures are developed; resources are allocated; roles and responsibilities are clarified; and implementation and sustainability initiatives are supported. Health-care professionals with DMCA expertise provide education/training and mentorship to HCPs, and offer consultation for more complex cases. HCPs, after receiving DMCA education/training, support or conduct DMCAs, utilizing the best-practice process outlined in the Care Map (see Figure 2 ) and worksheets/ documentation resources. (26) The DMC best-practice assessment process begins with identification and validation of reasons for the DMCA of a client in a specific domain(s). Relevant information is then collected, reversible medical conditions addressed, and social, cognitive, functional and/or psychological assessments are conducted. If the client is medically stable, least intrusive/ restrictive options are sought. When less intrusive means cannot be found through problem-solving and a declaration of incapacity is thought to be required, a Capacity Assessment Interview is undertaken. Experts (physicians, geriatricians, psychologists, psychiatrists, designated capacity assessors (DCAs: court-appointed assessors with social work, nursing or occupational therapy backgrounds)) and specialty services are consulted for more complex cases.
Developmental Evaluation of the DMCA Model
This study presents the results of a Developmental Evaluation (29, 30, 31) of the Model. Conducted in collaboration with primary users, this evaluation includes real-time data gathering to inform development of the Model. As provincial policy and decision-makers are interested in the Model's appropriateness for widespread use, and experienced clinicians were able to speak to its utility and recommendations for further develop, this form of evaluation was deemed appropriate. The following research questions guided the study: 1) How has the Model been used? 2) What are advantages of and barriers to implementation/use of the Model? 3) How might the Model be further developed? and 4) Can it be widely used by HCPs working independently or on IP teams?
METHODS

Study Design
This evaluation applied a mixed methods approach; (32) focused ethnography (33, 34) guided data collection and analysis. HCPs and key stakeholders familiar with the Model were invited to either participate in one of two day-long evaluation workshops held in Edmonton and Calgary that included focus groups (FGs) and a survey, or to complete only the survey. Workshop participants were recruited through invitations distributed by members of advisory and steering committees; surveys were likewise distributed via e-mail and paper copy to HCPs and key stakeholders who were unable to attend the workshops. was used to store, manage and organize data. Transcripts were coded by the research team using Roper and Shapira's (36) framework for data analysis, including coding for themes and descriptive labels, and sorting to identify patterns and outliers, and generalize constructs.
Qualitative Data Collection
Quantitative Data Collection
A 22-question survey was distributed via e-mail attachment and a Fluid Survey (37) link to HCPs attending the workshops, as well as those unable to attend. The purpose of the survey was to capture descriptive data and participant perceptions of Model utilization. (See Appendix 1 for survey questions). Workshop participants completed the survey on the day of the workshop; those not able to attend completed and returned the survey within three weeks of receipt, either through the Fluid Survey link or by fax.
Participants
Members of attending teams (ATs: frontline, direct care teams), MTs, and DCAs from sites in Edmonton and Calgary in which the Model had been implemented participated in the evaluation. While the research team was not privy to e-mail distribution lists due to confidentiality, and therefore the total number of individuals to whom the invitation(s) was extended is unknown, the number of participants in attendance at the evaluation workshop and survey respondents exceeded expectations. Workshop attendees participated in FGs (n = 49) and completed a survey (n = 46) (see Table 1 for geographical distribution/profession of participants, and Table 2 for FG topics and number of participants), while other participants completed the survey only (n = 80). Survey participants (N = 126, 90% female) were employed at different facilities/ agencies, represented diverse professions/roles, and ranged in age (20-64 years) and years of professional practice (16+ (41%), 6-15 (40%), 0-5 (19%) years). 
Ethics
RESULTS
Quantitative Findings
Survey results indicated that 92% of respondents felt that they were reducing risks to clients when following the Model, 90% reported that they followed the Model's guiding principles, 78% followed the Model in their workplace, 87% indicated that they understood their discipline-specific role, 75% were confident in their knowledge and skills, 72% were confident in their knowledge about applicable legislation, 74% noted that they had opportunities to attend learning sessions, 59% indicated that the DMCA process improved the efficiency and effectiveness of DMCAs, 44% suggested that the Model has reduced angst/conflicts regarding DMCA issues, 64% reported receiving management support, and 88% had access to assistance from a MT (see Table 3 ).
Qualitative Findings
Three main themes emerged from qualitative data analysis: facilitators of Model implementation/use, barriers to Model implementation/use, and recommendations for future development of the Model. Qualitative themes are presented below, with a sample of supporting quotes included in Tables 4-7 .
Benefits of the DMCA Model
Several benefits were identified with use of the Model. Most significantly, it is person-centred, aims to determine least restrictive/intrusive outcomes, and reduces the likelihood of unnecessary declarations of incapacity. The Model supports patients and families; builds capacity among HCPs and senior leaders through education/mentoring; provides a standardized best-practice process; cultivates a problem-solving approach; facilitates IP collaboration; and encourages HCPs to work to full scope of practice. It also facilitates culture change (see Table 4 ).
Theme #1: Facilitators of Model Implementation
Study participants identified numerous facilitators of Model implementation. These included availability of dedicated resources; buy-in from senior leadership and system level supports (zonal committees, steering committees, MTs); dedicated champions; training/mentoring activities; tools and worksheets; legislative acts and guiding principles (see Table 5 ).
Participants reported that the Model's guiding principles and tools have been well-received and implemented into routine practice in facilities that have adequate supports and resourcing, senior leadership buy-in, and IP teams. Information gathering/sharing has been facilitated through use of the Model's worksheets. HCPs on ATs and MTs have effectively conducted DMCAs, with experts and specialty services being consulted for more complex cases.
Theme #2: Barriers to Model Implementation
Study participants noted that Model implementation has been more difficult in less supportive/resourced environments, or where DMCAs are routinely referred to specialty teams rather than being handled by ATs and MTs. Barriers to Model implementation related to a lack of formal resources and time, clear role descriptions and workload expectations, buy-in and accountability, formal organizational processes, knowledge of HCPs regarding DMCAs, and remuneration (see Table 6 ). c. Supports a culture shift "I think it's certainly raised awareness." "Was really getting us to re-conceptualize our whole area of practice around this clinical issue…it's a cultural shift."
d. Builds capacity through education "The strength of this Model is that it requires that you educate." "It has been really useful to get so many of the staff through this training process, using the right terminology and understanding what domains are." "The strength of this Model is that you create teaching moments with families."
e. Facilitates collaboration "It's interdisciplinary … it's a shared responsibility; brings the entire multidisciplinary team together to look at capacity assessment;" "It ensures that the team does due diligence in taking a least intrusive approach."
f. Provides a clear, consistent, time-saving best practice process "It guides us to do more critical and creative thinking around decisions of capacity"; "It provides a consistent structure; … a step-wise process about whether or not these people actually need a capacity assessment"; "The care map is good for people to understand the process, the three steps. f. Tools and worksheets "The real essence of this clinical protocol was the conversations around the worksheet; we took a case example and worked through that worksheet. It's been a tremendous amount of learning for us."
g. Legislation and guiding principles "Every part of the process echoes the legislation, from the guiding principles and the presumption of capacity right to the very end. You're accountable to the legislation."
Participants emphasized that HCPs require time to engage in education/mentoring, and consult on or conduct DMCAs. Many HCPs reported completing DMCAs in addition to their regular duties, which at times compromises the quality of their work and puts them at risk of burnout. Lack of appropriate remuneration, particularly for HCPs paid on a fee-for-service basis, was a significant impediment. Poor IP collaboration, and a lack of both shared responsibility for worksheet completion and standardized processes for documenting, posed further challenges. Restrictions to sharing client data across organizations and services were noted to result in system inefficiencies.
Theme #3: Recommendations for DMCA Model
While participants valued the Model, they also recommended improvements at the client, HCP, and system levels. An increased focus on person-centred care and family inclusion, greater communication across and between organizations, and minimization of duplicated assessments was encouraged. HCP-level recommendations revolved around enhanced and sustained access to education/mentoring, integration of DMCAs into job descriptions, appropriate remuneration, and timely access to consultative/specialty services. Allocation of dedicated DMCA resources, clearer organizational/system processes, a province-wide information and workload measurement system, and better collaboration across systems and organizations were identified at the system level (see Table 7 ).
DISCUSSION
Overall, the Model was found to offer HCPs, IP teams, and organizations a holistic and adaptable best-practice approach to DMCAs inclusive of tools and processes, and implementation strategies that enable the integration of the best-practice process into routine service provision. The assessment process, tools and education, and mentoring components of the Model enhance the ability of HCPs to more confidently, competently, and collaboratively work in this complex practice area to provide standardized DMCAs that result in least restrictive and intrusive outcomes for clients.
Despite the Model's utility, however, several barriers warrant further consideration. Given that implementation and sustainability are hampered when HCP role clarity, job Themes Quotes a. Lack of resources and time "Employees should not be expected to provide services "free of charge" and "off the side of their desks"." "Proper classification for the work and proper remuneration is lacking." "As a part-time employee, it's difficult to complete interviews in a timely manner."
b. Lack of role clarity "Disciplines are not on the same page about whether an assessment is needed." "I think most of the workload falls on social work and rehabilitation." "Some of the medical teams do not understand the process, have low risk tolerance, are uncomfortable with problem solving, and jump straight into the capacity assessment despite our recommendations." "Workload is additional; it takes away from other roles. So either you don't perform as good a job assessing, or another role suffers."
c. Lack of buy-in / accountability "OT and SW seem to be the only disciplines doing the assessments, thereby increasing OT and SW workload." "Poor physician buy-in; they don't seem to understand the process." "Physicians and psychiatrists are quick to consult, though issues can be solved by the team." "Nursing reluctance to participate in the process." "Lack of administration support and understanding." "There's no accountability. It became someone else's problem."
d. Insufficient organizational processes and inter-organizational collaboration "Time and comfort with the documentation; staff already have so much paperwork; filling out the worksheet increases OT and SW workload; the signature on the form: every team member to sign or just the lead?" "Logistical problems on the unit: location of forms, time dedicated to filling it out, determination of who's putting the form on the chart." "We need to formalize and break down silos. How can programs communicate?" e. Knowledge gaps "It's an ongoing battle to keep the education up." "The 4-hour orientations stopped." "It's problematic that not ALL key team members have attended the training." "Not all staff are aware of or comfortable in starting the process." "The staff are not confident in the process, and when to get a DCA involved."
descriptions inclusive of DMCAs, physician engagement, inter-professional buy-in, accountability, dedicated time and resources, remuneration, information sharing, ongoing education/mentoring, and access to consultative/specialty services are lacking, strategies to address these challenges need to be found. These barriers would need to be addressed to ensure successful implementation and sustainability. The survey findings were instructive in identifying areas requiring further attention regarding DMCAs. While a significant number of HCPs reported being confident in their knowledge of legislation, 26% lacked confidence. This highlights the need to ensure that education/training in this area is comprehensive. The Model's effect on reducing angst, and therefore potential legal action, was limited. Given the potential contentious nature of DMCAs, however (particularly in complex cases), this may be unavoidable. As such, use of the standardized best-practice process outlined in the Model may be instrumental in reducing legal risk and costs. While costs associated with Model implementation and service delivery (e.g., time, resource, training and remuneration), are not insignificant, it may well be worth the investment. This investment becomes especially important when the outcome of a DMCA can have significant ramifications regarding a person's ability to exercise one's rights, and in times of fiscal constraint when resources available to manage litigation are all the more limited. Thoughtful consideration of strategies to overcome identified barriers and respond to recommendations may lead to more effective and realistic implementation and sustainability strategies.
Study Strengths and Limitations
This study had several strengths and limitations. Reliance on clinical experts who have used the Model offered realistic perspectives regarding its utility and recommendations for further adaptation and development. Given the unique process of Model implementation at various sites, however, their recommendations may not be generalizable. Methodologically, the Developmental Evaluation was well-aligned with the evolving nature of the Model, and the mixed methods design enabled access to numerical patterns and narrative experiences that supported evaluation of the Model. While the research sample was diverse, and extensive networking enabled access to key stakeholders, members of AT were only able to respond to surveys due to clinical demands. Further, the survey design limited the type of information gathered (allowing only for descriptive statistics and frequencies to be reported), and researchers were unable to ascertain the survey response rate. Due to privacy concerns, limited resources, and project timelines, neither review of patient chart data nor collection of data from patients and families was possible. Therefore, direct evaluation of Model impact on patient care was neither realistic nor feasible, nor was it the evaluation's intent.
Future Research
This study is part of a larger program of research examining the Model and its effectiveness, in particular use by various professional groups; requirements and impacts at client, HCP and system levels; and frameworks for implementation, sustainability and spread. As the Model has predominantly been implemented and evaluated in urban, hospital environments, a more robust evaluation of its application in rural and community contexts is warranted. Future research will also address research limitations. It would be valuable to integrate performance measures, targeted outcomes for clients and systems, and evaluation of HCP core competencies regarding DMCAs. Chart reviews would yield a better understanding of outcomes at the client level. To determine resource requirements needed to support Model implementation and sustainability, establishment of a multi-organizational workload measurement system and costs/benefits analysis would be invaluable. Pre/ post-comparison of implementation at sites that have yet to implement the Model would further allow for evaluation of the Model's effectiveness, impact, and outcomes.
CONCLUSION
With a growing number of individuals experiencing compromised DMC, the need for standardized best-practice processes to assess DMCAs is likely to increase. Those working as independent practitioners or on IP teams within health, human services, education, and criminal justice systems in urban and rural environments might find the Model's best-practice process and tools appropriate to employ in their jurisdictions.
With appropriate contextualization and integration of strategies to address identified barriers, the Model's best-practice process and implementation strategies may support DMCA service provision across various service sectors. Several innovations could be introduced to facilitate implementation, sustainability and spread of the DMCA Model across various settings. Educational and implementation materials associated with the Model have been developed and customized for various contexts; adapting these to the on-line environment could make these resources more widely accessible. To ensure equitable access to DMCAs and consultation where expertise is lacking, as well as mentoring of HCPs and development of a community of practice, video-conferencing might be considered. Finally, coordination of services at a provincial systems level and across organizations could allow for greater integration of, and equitable access to, DMCA services. Integration of workload and outcome measurement tools could also be useful for monitoring the cost-benefits associated with Model implementation and use. 
